VIRGINIA MEDICAID PHARMACIST INTERVENTION REPORT FORM

The use of this form is voluntary. The data from the intervention reports will be used to assess the validity of the prospective DUR
criteria and to estimate the economic value of cognitive services provided by pharmacists.

Pharmacy Medioald Patient Medicald
ID Number: ID Number:
Date: RPh

Prescription Number
Name: (If applicable):

144 Increase in duration of therapy
contraindication

O

O
124 Drug-age/gender [0 134 Therapeutic appropriateness
[0 125 Drug-disease contraindication [l

Drug Interactions/Contraindications Other Therapeutic Problems Dosing Adjustment Recommendations
[0 121 Drug-drug interaction [0 131 Apparent underutilization O 141 Decrease in total daily dosage
[0 122 Duplicate therapy 132 Apparent overutilization [0 142 increase in total daily dosage
1 123 Drug-allergy interaction 133 Potential abuse 0O 143 Decrease in duration of therapy
0 0

O

139 Other: 149 Other:

Drug(s) and
Contraindications
Involved:

With Whom Did You Communicate to Acceapted by Recipient or Agent? Accepted by Prescriber?
Make Your Recommendation?

O 221 Recipient or Agent 321 Yes 331 Yes

[0 222 Prescriber 322 No 332 No

[0 223 Recipient {(or Agent) and
Prescriber

323 Not known
329 Not applicable

333 Not known
339 Not applicable

ooono
oooao

O 229 Other:

Patient Experienced Adverse or Side Patient Experienced Lack of Efflcacy

Effects

O 421 VYes: O 431  VYes:

O 422 Possible O 432 Possible

0O 423 No . 433 No

[0 424 Not known | O 434 Not known

O 429 Not applicable [0 439 Not applicable

COMMENTS:
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